Moreover, where discrepancies occurred there were no systematic differences between ever-users of oral contraceptives and non-users. Detailed examination of discrepancies in the coding of the causes of those deaths included in the RCGP publication of October 19771 shows that our previous estimate of mortality risk associated with oral contraceptives would not be materially altered by the use of death certificate information.
SUMMARY A comparison has been made between the coding of the cause of death by (a) the Royal College of General Practitioners (RCGP) during the Oral Contraception Study and (b) the Office of Population Censuses and Surveys (OPCS) or the General Register Office for Scotland (GRO) on death certificates for the same subjects. Broad groupings of the International Classification of Diseases (lCD) showed close agreement between RCGP and OPCS or GRO coding for all deaths which occurred from the start of the Oral Contraception Study in 1968 up to December 1978. Moreover, where discrepancies occurred there were no systematic differences between ever-users of oral contraceptives and non-users. Detailed examination of discrepancies in the coding of the causes of those deaths included in the RCGP publication of October 19771 shows that our previous estimate of mortality risk associated with oral contraceptives would not be materially altered by the use of death certificate information.
In October 1977, the Royal College of General Practitioners published analyses of the distribution of deaths recorded in its ongoing, long-term, prospective Oral Contraception Study, which began in 1968.1 It was noted that the total mortality rate in women who had ever used the pill was increased by 40% and was accounted for by an increase in deaths from circulatory diseases of one in 5000 ever-users a year. The cause of death used in the analysis was that reported by the participating general practitioners (GPs) and was coded by C.R.K. and subsequently checked by V.B. Because of the importance of these findings, it was felt necessary to investigate the extent to which the conclusions might be altered if information from death certificates was used instead. Since the analysis of October 1977, additional deaths have been reported in the Oral Contraception Study, and these provide an opportunity to make a general comparison of the cause of death reported by the GP with that supplied and coded by the OPCS or the GRO, referred to hereafter as the registries.
Method
The design of the Oral Contraception Study has been described in detail elsewhere.2 Briefly, 23 000 pill takers and 23 000 controls, who were matched for age and marital status, were recruited over a 14-month period in 1968-69. Controls who later became oral contraceptive users were included in the taker category from the time of change. Ex-takers who resumed the use of oral contraceptives were, 51 Table 2 ). Of the 171 non-violent deaths, the three-digit ICD codes were identical in 122 (71%), the 'A' list codes were identical in 143 (84%), and the 'B' list in 150 (88%). All the 21 cases (12%) which were discrepant according to the 'B' list are shown in Table 2 .
In Table 3 non-violent deaths are analysed in respect of the availability of post-mortem information, the certifier of death, and the place of death. A comparison is made between the coding at the 'B' list level, in which there was agreement, and those codings which did not agree. Not surprisingly, there is good agreement in cases where the GPs completed the death certificates, since they also provided the information for the study. Discrepancies are most likely to occur when a necropsy is performed, when a coroner completes the death certificate, or when a death occurs at home.
(b) Circulatory diseases There were 57 deaths coded as due to circulatory diseases by either the RCGP or the registries, or both. These were compared by the 'A' list categories. Table 4 shows that in 48 cases (84%) the RCGP Ninety-nine deaths were analysed in October 1977. Two deaths from complications of pregnancy were excluded at that time, together with 17 deaths from causes diagnosed before recruitment to the study. Table 6 shows the distribution of the 99 deaths by broad ICD groups according to the original coding by the RCGP (as tabulated in the October 1977 publication) and the registry codes on the death certificates. Death certificates were unobtainable in 15 cases. Full details of discrepant cases within the Table 2 for details).
group.bmj.com on July 7, 2017 -Published by http://jech.bmj.com/ Downloaded from specified groups between RCGP and registry codes are listed and asterisked in Table 2 . It is apparent that the distribution of underlying causes of death is little affected according to whether RCGP or registry codes are used for analysis.
Discussion
There is good agreement (72%) between the RCGP and the registry death certificate at the three-digit level in the analyses of total deaths. Examination of the 'B' list discrepancies suggests that coding was usually compatible with the information given, although there are some errors. In 10 cases, similar wording was available to the registries and the RCGP. These were carefully reconsidered by the Table 5 shows that the distribution of deaths analysed in October 1977 according to registry coding is very similar to the distribution reported with RCGP codes in both ever-users and controls. There is no reason why the unobtainable death certificates should be biased, and it seems reasonable to conclude that the previously estimated mortality risks associated with oral contraceptive usage would not be materially altered by use of death certificate information. This study, of course, is not a direct test of the accuracy of death certificates, because in 25 patients (10% of cases) the GPs themselves completed both the death certificate and the forms for the RCGP study. On the other hand, the coding of the underlying cause of death was independent.
There has been much debate on the inaccuracies of death certificates5 6 I and their validity for the purposes of epidemiological research. Many variables are involved in arriving at any final code of death, namely certifier, available information, such as previous medical history and post-mortem report, and, finally, the coding regulations employed. The underlying cause of death assigned by the RCGP may represent a more realistic assessment than that coded from the death certificate, by virtue of the availability and use of previous medical history. Nevertheless 
